ABSTRACT
analysed and chi-square test of significance was used to find the differential occurrence of psychiatric diagnostic categories, associated physical illnesses and their correction with the sex of the patient.
RESULTS
During the study period 13,877 patients were registered for the psychiatric evaluation. Seven hundred and fifty-five patients were 60 years and above forming 5.4% of the total registered cases. Hospital case files of fifty-seven patients did not provide adequate information; hence case files of six hundred and ninety-eight patients formed the sample of this study.
The socio-demographic characteristics are summarized in Table 1 . Majority of the subjects i.e. 491(70.4%) were between 60-69 years. The mean age was 65.8 years with a standard deviation of 6.11 years. It was seen that there was preponderance of females in all the age groups. The M:F age group wise ratio being 1:1.7, 1:1.5 and 1:1.1. About 588 (84.24%) of the subjets hailed from rural areas, whereas only 110(15.8%) came from semi-urban and urban localities. 413(59.2%) were reported to be from extended families, 250(35.8%) were from either nuclear or joint families and only 33(4.7%) were living alone. Three fourth of the patients, 530(75.9%) were accompanied by family members.
Marital status revealed that all patients except 47 were married . 223 (32%) patients had lost their spouses, of these 18(2.6%) were widowers and 205(29.4%) were widows. Educational status showed that 433(62%) were illiterate, while 256(36.7%) had primary or secondary education and only 3(0.43%) were graduates. Occupational status revealed that majority" 425 (60.9%) were housewives, 142(20.3%) were retired, 24(3.4%) were unemployed and the rest were engaged in some occupation. Family history of mental illness was present in only 79(11.3%) of the subject. Table 2 shows the diagnostic break up. The most major diagnostic group was mood (affective) disorders. It comprised the great bulk of the total (affective) disorders and it was found to occur more in females.Other major groups were organic mental disorders 110(15.8%) and schizophrenia 85(12.2%) . 39(5.6%) of the subjects from the former diagnostic group were labelled as having dementia. The minor diagnostic groups were neurotic stress related & somatoform disorders which formed 61 (8.7%). In this category, the commonest clinical condition was mixed anxiety and depressive disorder, contributing to 21(42%). Acute & transient psychotic disorders were seen in 56(8%) and delusional disorders in 41(5.3%).
Mental and behavioural disorders due to alcohol were the only category seen exclusively in males. There was a significant difference in the sex wise distribution of the various diagnostic categories( X 2 =46.155, d.f =7. p<0.005). Table 3 offers the associated physical illnesses. They were present in 479(68%) of the sample Common physical illnesses were essential hypertension, diabetes mellitus, chronic obstructive pulmonary disease and contract. 20% had multiple physical illnesses. 
DISCUSSION
This retrospective case file based study undertook to explore the socio-demographic variables and the type of mental illnesses prevalent in the elderly in a hospital setting. Since 92.3% of the case files provided us with the necessary information for the study, it indicates that the data was reliable.
The present study has brought out the patients aged 60 and above formed 5.4% of the total attendance at a tertiary care psychiatric hospital. This goes in accordance with the findings reported by Venkoba Rao etal. (1972) i.e. 5% from a general hospital survey of patients aged fifty and over with first (onset) of mental illness. Bhogale etal.(1993) reported 6.6% and Prasad etal.(1996) reported 4.17% in hospital based studies. However, community based studies have shown higher prevalence of psychiatric disorders in the elderly e.g. Ramchandran etal., (1982) reported 35% from a survey conducted in a suburban area near Madras. Venkoba Rao and Madhavan (1982) reported 8.9% from the Thiruppuvanam survey. Community based studies probably do not have to deal with various factors that influence treatment seeking behaviour.
Majority of the subjects 491(70.7%) were in the age group 60-69. This is in accordance with the studies of Venkoba Rao et al.(1972) , Bhogale et al.(1993) and Prasad etal.(1996) .
In our study the male to female ratio was 1:1.6. This finding is at variance with the other studies, which have reported a male preponderance. By virtue of their longevity more females may have reported for treatment. Further the males might have sought psychiatric treatment earlier and were stabilized before reaching old age.
The high percentage of patients hailing from rural areas could be explained on the basis, that these patients probably presented to the psychiatric services after trying out alternate treatment modalities. Further factors like under recognition of less serious mental illnesses in the rural setting, inaccessibility and indigence might have contributed to the high percentage availing tertiary care facilities later in life.
The percentage of illiteracy, which was found to be 62.3% is a surprising finding in a state that ranks high in literacy in India. This can be explained on the basis that 84.2% of the study sample hailed from rural areas. The childhood years of these patients were in the Pre-liberation era, when the educational facilities were meagre in the villages. Further, it should be noted that the people from the adjoining districts of Karnataka and Maharashtra are availing of the psychiatric services in Goa.
More than three quarters of the patients did not have family history of mental illness, this signifies that hereditary factors are relatively unimportant in the elderly mentally ill.
Mood (affective) disorders were seen in a sizeable number of the subjects. Several authors have found the highest incidence of affective disorders to occur in older age groups. Silverman (1968) reported maximum inception rates for both sexes between ages 45 and 64 years, while Pederson et al.(1972) found the maximum rate to occur somewhat later between ages 50 and 70 years. A sex difference in ages at onset (determined by a study of first admission data) was reported by Spicer et al.(1973) , who found that the maximum rates of psychiatric depression were between 60 and 65 years in men and between 50 and 65 years in women. John et al.(1985) reported a relatively steady increase in this rate of first onset affective disorders with increasing age. Disruption and losses of important relationships become more frequent with increasing age, Paykel(1982 ). Yassaetal.(1988 and Rosen et al.(1990) reported that mania can also present in elderly patients.
More females were observed to have depression in this study. Factors like widowhood, & having associated physical illnesses, could have contributed to this clinical condition. Some studies have shown that women are more likely to be depressed than men e.g. Pollitt (1977) , Weissman & Klerman (1977) and Krause (1986) .
Subjects with organic mental disorders in this were less as compared to 39.1 % reported by Venkoba Rao et al.(1972) and 30% by Draper (1994) . Harrison et al.(1998) reported 48% and Snowdon(1991) reported 30% from inpatient population. This may be because some of the patients with organic mental disorders are being managed at the general hospital set up (i.e. Goa Medical College), with the doctors from IPHB, attending to them as part of consultation liaison.
Frequency of schizophrenia in our study compares well with that of Larco & Jeste (1997) . There were more female schizophrenics as compared to males, a finding in keeping with that of Grossbergetal.(1995) . The risk for developing psychosis especially schizophrenia increases in postmenopausal women. Certain biological protective factors against functional psychosis, such as lowering of estrogen occur in the postmenopausal age, Hafiner et al .(1991) .
In the present study three fourths of the subjects were living either in extended or joint families, suggesting that family setting continues to be available for the elderly. This is reflected in the proportion of the elderly seeking tertiary care support. The family support and the attitude of
